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Initial Comments

A relicensing survey was conducted by the Office
of Health Care Assurance (OHCA) and the facility
was found not to be in substantial compliance
with Hawaii Administrative Rules, Title 11,
Chapter 94.1 Nursing Facilities.

Survey Dates: 06/14/21 to 06/21/21
Survey Census: 263

Sample Size: 35

11-94.1-27(2) Resident rights and facility
practices

Written policies regarding the rights and
responsibilities of residents during the resident's
stay in the facility shall be established and shall
be made available to the resident, resident family,
legal guardian, surrogate, sponsoring agency or
representative payee, and the public upon
request. A facility must protect and promote the
rights of each resident, including:

(2) The right to be free of interference,
coercion, discrimination, and reprisal from the

facility that shall include the right to be free of
chemical or physical restraints not medically
indicated;

This Statute is not met as evidenced by:

Based on interview with residents, the facility
failed to promote care for residents with respect
and dignity to promote and enhance their quality
of life while residing in the facility. These deficient
practices have the potential to affect residents’
psychosocial well-being.

4000

4113

CORRECTIVE ACTION

Residents are being treated with respect
and dignity as related to:

1)Having toileting needs met timely and
being provided adequate time for toileting,
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Findings include:

1) On 06/14/21 at 02:45 PM, Resident (R)118
reported she feels sometimes staff get impatient
with her as she has to toilet frequently,
sometimes she doesn't urinate and staff
"grumble" to her that she didn't need to use the
toilet. R118 also reported at times she has to
wait 15 minutes for staff and they tell her she
needs to wait to toilet. R118 stated that
sometimes she is talking to staff, she has not
completed her sentence and they walk away from
her.

2) On 06/15/21 at 09:49 AM an interview was
done with the Resident Council (RC) members.
The members reported at times staff members
speak in the non-dominant language of the
facility. The members stated they don't mind
when staff are speaking to a resident that
understands them, but sometimes they speak in
non-dominant language while providing care.

The RC members shared that this issue has been
brought up in their meetings; however, it does not
get resolved.

RC members also reported they observe staff
members, especially the "floaters" wearing their
name tags backwards which conceals their
names. When staff members are asked for their
name, they respond, "don't you know me?"

3) Confidential resident interview conducted on
the morning of 06/15/21, resident reported waiting
a long time for assistance to toilet. The resident
reported at times he will wait for an hour for
assistance and this usually occurs during the
evening shift after dinner. The resident shared
that he tries to wait to prevent from wetting the
bed or soiling himself but at times, he is unable to

2)Staff listening to residents when they
speak,

3)Wearing badges so names can be seen,
4)Speaking in the dominant language of
the facility,

5)Timely response to call lights, and
6)Not taking a resident(]s wheelchair for
other residents.

IDENTIFICATION OF OTHERS
Residents residing in the facility are at
risk.

SYSTEMIC CHANGES/

DON/designee will re-educate staff
beginning on 6/18/21 regarding
demonstrating respect for residents to
promote dignity and enhance their quality
of life. Education will include providing
residents with the needed time when
toileting, respectful listening when a
resident is speaking, timely response to
call lights and requests for toileting,
wearing name badges so nhame is visible,
speaking in the dominant language of the
facility and not taking residents
wheelchairs.

MONITORING

DON/designee will conduct random
interviews of 5 residents/week x 4 weeks,
then 4 residents/week x 2 months to
validate that staff are 1) providing
residents adequate time when toileting, 2)
being respectful listeners when residents
speak, 3) wearing badges so names are
visible, 4) responding to call lights timely,
5) speaking in the dominant language of
the facility, and 5) not using residents(’
wheelchairs for other residents.Findings
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wait, resulting in incontinence. will be reported to the facility QAPI
committee monthly x 3 months or until a
4) Confidential resident interview conducted on lesser frequency is deemed appropriate.
the morning of 06/15/21, resident reported staff
members are taking his wheelchair and using it The administrator is responsible for
for another resident. He reported staff members on-going compliance.
take his wheelchair without telling him and when
he wants to get out of bed, they have to look for
his wheelchair or use one that is not fitted for him.
The resident reported his name is on the chair,
however, staff members still take his chair.
4 118| 11-94.1-27(7) Resident rights and facility 4118 7/29/21

practices

Written policies regarding the rights and

rights of each resident, including:

formulate an advance directive;

O

This Statute is not met as evidenced by:

Findings include:

responsibilities of residents during the resident's
stay in the facility shall be established and shall
be made available to the resident, resident family,
legal guardian, surrogate, sponsoring agency or
representative payee, and the public upon
request. A facility must protect and promote the

(7) The right to refuse treatment, to refuse to
participate in experimental research, and to

Based on record review, the facility failed to assist
the resident to formulate an Advanced Healthcare
Directive (AHCD) for two residents (R) 184 and
509. The deficient practice violates the resident's
(and/ or representative acting on their behalf)
right to accept or refuse medical treatment.

CORRECTIVE ACTION

Resident 184 representative was provided
education/information related to the right
to formulate an Advance Health Care
Directive. Documentation in the medical
record reflects that education was
provided.

Resident 509 was educated related to the
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1) Surveyor reviewed the electronic medical
record (EMR) for R184 on 06/15/21 at 01:35 PM.
Further review of the inter disciplinary team (IDT)
welcome notes revealed there were no AHCD
notes found.

Documentation was not found to indicate
information about formulating an AHCD for R184
or the residents representative was provided.

Surveyor requested a copy of the AHCD for R184
on 06/16/21 at 10:33 AM. No documentation was
provided.

2) An initial review of R509's EHR was done on
06/15/21 at 01:29 PM. Progress notes reveal that
R509 is a 63-year-old male admitted on 06/09/21
for a stroke caused by a clot. He is alert and
oriented times four (person, place, time, and
situation) and can communicate his needs to the
staff. No AHCD was found.

R509 experienced a fall with minor injury on
06/15/21 at 10:30 AM. R509 did not require
extensive or emergent medical care.

Further review of R509's EMR was done on
06/16/21 at 10:37 AM. No AHCD was found. No
care plan and progress note indicating that
education was given or the need to formulate an
AHCD with R509 was located. A request for

right to formulate an Advance Health Care
Directive (AHCD) on 6/18/2021. The
medical record reflects that the education
was provided.

IDENTIFICATION OF OTHERS
Residents residing in the facility are at
risk.

SYSTEMIC CHANGES

The administrator/designee re-educated
the Social Services staff on 6/20/21
related to educating the
resident/representative regarding the right
to formulate an AHCD and documenting
the education in the medical record.

MONITORING

Administrator/designee will audit new
admission medical records for
documentation related to education
provided regarding the right to formulate
an AHCD weekly x 4 week, then
bi-monthly x 2 months.

Findings will be reported to facility QAPI
Committee monthly x 3 or until a lesser
frequency is deemed appropriate.

Date of Compliance: 7/29/2021
Administrator is responsible for on-going
compliance.
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R509's and other residents' AHCDs was made to
the RNC at 06/16/21 at 04:30 PM.

Surveyor asked the RNC for R509's AHCD again
on 06/17/21 at 09:30 AM. She stated that they
were "waiting for one more Advance Directive"
from the medical records department and she will
submit them to the State Agency (SA).

SA had not received the requested AHCDs from
the facility when requested again from the facility
at 01:00 PM.

A review on 06/17/21 at 03:08 PM of R509's care
plan revealed a focus, goal and interventions for
Advance Directive. This entry was not present
with previous EHR reviews of R509's care plan.

On 06/17/21 at 04:00 PM, a document titled
"Admission Supplement" was submitted by the
facility. Upon review, this document was signed
by R509 and dated 06/17/2021. His initials were
present after the statement: "...a. | have been
given a copy and educated on Advance
Directives."

4126 11-94.1-27(15) Resident rights and facility
practices

Written policies regarding the rights and
responsibilities of residents during the resident's
stay in the facility shall be established and shall
be made available to the resident, resident family,
legal guardian, surrogate, sponsoring agency or
representative payee, and the public upon
request. A facility must protect and promote the
rights of each resident, including:

(15) The right to translation or interpretation

4118

4126

7/29/21
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services or other communication assistance as
necessary.
This Statute is not met as evidenced by:
Based on observations, interviews and record CORRECTIVE ACTIONS

reviews, the facility failed to provide adequate
care to maintain R506's highest practicable
mental and psychosocial well-being. This has the
potential to affect all residents with dementia in
the facility.

Finding includes:

Initial observation of R506 was made on 06/14/21
at 09:14 AM. She was sitting up in her wheelchair
in the hallway of the nursing unit, holding a piece
of paper, stating "l don't know anything." She had
a faded blue bruise to her right eye.

A subsequent observation of R506 on 06/15/21 at
09:33 AM revealed R506 in the same situation as
on 06/14/21. Surveyor attempted an interview
with R506, but was unable to, due to her
confusion. She was holding a paper with
Japanese writing, translated to English. In a
frustrated tone, she asked surveyor, "What day
today?" "How long | here?" and "Is my son
coming today?" CNA2 assisted R506 by pointing
to the Japanese writing and answering her
questions in simple English.

On 06/15/21 at 12:31 PM, an abbreviated
resident representative interview was done with
R506's son. He stated that R506 communicates
mostly in Japanese and that the staff member
that assists with interpreting or engages in
conversation with R506 is not fluent in Japanese.
He further stated that the facility had difficulty
finding a Japanese interpreter.

R2 was provided with a communication
board to improve her ability to
communicate with staff and make her
needs known.

IDENTIFICATION OF OTHERS

Residents with communication deficits due
to hearing or language are at risk. An audit
was conducted to identify other residents
with communication deficits. Identified
concerns were addressed.

SYSTEMIC CHANGES
Administrator/designee re-educated staff,
including Social Services, on 6/18/21
related to providing and using
communication boards for residents with
communication deficits.

MONITORING

Administrator/designee will audit residents
identified with a communication deficit to
verify communication boards are present
and available for use, 5/week x 4 weeks,
then 4 residents/week x 2 months.
Finding will be reported to facility QAPI
committee monthly x 3 months and if
needs are identified in our audits, then we
will start to audit again.

Date of compliance: 7/29/2021
Administrator is responsible for on-going
compliance.
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On 06/16/21 at 11:05 AM, R506's EHR was
reviewed. She was admitted on 06/02/21 for a
right hip fracture and has a diagnosis for
"unspecified dementia with behavioral
disturbance." Admission MDS dated June 5,
2021, revealed under "Section B Hearing,
Speech, and Vision": "B0700. Makes Self
Understood" coded as "2. Sometimes
understood."; "B0800. Ability To Understand
Others" coded as "2. Sometimes understands.";
under "Section C Cognitive Patterns": "Brief
Interview for Mental Status (BIMS)," "C0500.
BIMS Summary Score" "01" which indicates
severe impairment.

Review of R506's care plan showed no
individualized interventions for managing her
"MOOD/BEHAVIOR"

An "Activities/Recreation - Initial Review" note
stated: "...she prefers to participate in
independent activities such as resting, watching
TV, and engaging in physical therapy. Staff will
provide her leisure supplies as needed and
encourage her to engage in social stimulation."
Her treatment administration record (TAR) for 1:1
activity showed no data for the look back date of
30 days. The TAR for independent activity
showed one activity done on 06/02/21, 06/07/21,
06/10/21, and 06/14/21.

On 06/16/21 at 01:12 PM, R506 was observed to
be sitting in her wheelchair in the doorway of her
room, repeatedly stating, "l don't know nothing"
and looking frustrated. She did not have her
paper with the Japanese writing and English
translations.

An interview was done with the AD on 06/16/21 at
01:16 PM in the conference room. For residents
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with dementia, they "try to provide them
(activities) as much as we can...try to provide two
- three times per day."

In an interview with RN5 on 06/17/21 at 11:26
AM, he stated that R506 "understands some
English." For residents with a language barrier,
he stated that they would utilize the Language
Line for interpreting. He stated that for R506,
"One of the therapists wrote down some notes.
No staff can speak Japanese, you need to be
patient answering her, be calm. Offer to keep her
busy." Surveyor asked for clarification about
having staff that were able to speak Japanese
and he stated, "There are therapists that speak
Japanese, but they don't work on this floor. | don't
know why they don't work on this floor."

An interview was done with the Director of
Therapies (DOT) on 06/18/21 at 08:38 AM in the
Therapies department. She stated that the
therapists are assigned by floors and that a
therapist strictly for Kaiser residents is assigned
to the floor where R506 resides because of short
term rehabilitation. She stated that the therapist
who speaks fluent Japanese is assigned to a
different floor. She further stated, "If they have a
difficult time with communication, then I'll assign. |
haven't heard anything from the unit manager."

In an interview with the UD8 on 06/18/21 at 09:04
AM, she stated that R506 needs someone to talk
to because her attention span is short. She also
stated that she would ask the recreations
department to assist with providing activities for
residents with dementia and ask for individual
activities, reading material or someone to talk
with the resident. She further stated for R506, "
will ask activities to provide Japanese magazines
and music." (Refer F679)
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review, the facility failed to provide tracheostomy
care to that demonstrated professional standard
of practice for one resident (R) 184 who has a
tracheostomy.

Nursing staff failed to identify and monitor R184
for suctioning when necessary. R184 is a
resident who is non verbal, unresponsive and
cannot use a call light to request for help. R184
needs suctioning and monitoring more often than
was demonstrated and documented by the
nursing staff.

Two Registered Nurses (RN)'s who suctioned
and provided trachea care for R184 made an
error in the technique, breaching infection
prevention & control standards.

Surveyors made observations on Monday,
Tuesday and Wednesday and noted that the
resident needed immediate assistance on two

RN1 and RN2 were provided with 1:1
re-education with return demonstration
related to caring for a tracheostomy.

IDENTIFICATION OF OTHERS

Residents with a tracheostomy are at risk.
There are currently no additional residents
requiring tracheal care.

SYSTEMIC CHANGES

DON/designee on 6/18/21, re-educate LN
working on units with tracheostomy
residents regarding caring for a
tracheostomy. Re-education will include
suctioning and infection control and will
include a return demonstration.
DON/designee will perform PRN random
observations of LN providing trach care
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4 136/ 11-94.1-30 Resident care 4136 7/29/21
The facility shall have written policies and
procedures that address all aspects of resident
care needs to assist the resident to attain and
maintain the highest practicable health and
medical status, including but not limited to:
(1) Respiratory care including ventilator use;
(2) Dialysis;
(3) Skin care and prevention of skin breakdown;
(4) Nutrition and hydration;
(5) Fall prevention;
(6) Use of restraints;
(7) Communication; and
(8) Care that addresses appropriate growth and
development when the facility provides care to
infants, children, and youth.
This Statute is not met as evidenced by:
Based on observation, interview and policy CORRECTIVE ACTION
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separate occasions. Two times the surveyor
brought it to the attention of staff to come in and
suction her.

Management staff are not monitoring the nurses
for competency of trachea care that is being
provided to R184.

The deficient practices compromised the
resident's respiratory status and placed the
resident at risk for severe illness and infection.

Findings include:

On 06/14/21 at 02:12 PM , Surveyor entered
R184's room and noted her tracheostomy collar
was not on correctly, it was tied in place on her
neck facing the wrong way, the collar was not
positioned over the tracheostomy opening. The
trachea collar provides humidified air to R184's
trachea. Surveyor noted R184 coughing
forcefully, expectorating thick white secretions
from the tracheostomy. R184 appeared to have
increased respirations and right arm was noted
with a slight tremor with each heavy cough. At
02:16 PM surveyor went out to the hallway to ask
Registered Nurse (RN) 2 to assist the resident.
RN2 came in to the room to provide R184 with
tracheostomy care. Surveyor noted RN2 didn't
sanitize hands when taking off the soiled gloves
and before putting on the sterile glove from the
suction kit. When going into R184's trachea with
the suction catheter she was noted to apply
suction when going into and out of the trachea.
Resident continued to cough and expectorate
mucus. Also noted the RN2 didn't have control of
the suction tube which fell onto the residents
neck.

Surveyor reviewed care plan dated 02/24/21 on
06/16/21 03:02 PM. R184's care plan states the
following:

and provide 1:1 education, as
needed.When a resident with a
tracheostomy is admitted to a unit,
education will be provided, at the time of
admission, to staff who work the unit
followed by return demonstration
competencies for staff. Suctioning
competency completion will be done for
LNs annually.

MONITORING

DON/designee will observe trach care
being performed 5 times/week x 4 weeks,
then 3 times/week x 2 months.

Findings will be reported to facility QAPI
Committee monthly x 3 months and if
needs are identified in our audits, then we
will start to audit again.

Date of Compliance: 7/29/2021

DON is responsible for on-going
compliance.
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Problem: Respiratory. Resident has a
tracheostomy.

At risk for ineffective airway clearance.

Will maintain clear airway every shift through the
review date.

Will have no signs and symptoms (S/sx) of
infection through the review date.

Will Monitor/document respiratory rate, depth and
quality. Check and document q shift/as ordered.
Provide tracheostomy care as ordered.

Resident has Tracheostomy.

Suction as needed for congestion or increased
secretions.

During an observation on 06/16/21 at 09:23 AM
Surveyor noted R184's trachea collar was halfway
full of thick white secretions. Surveyor went out
to the hallway and asked the RN to come check
the resident. The RN3 stated "I will suction her, |
need to get a key to get the supplies, the person
who has the key isn't here right now".

Surveyor interviewed RN3 on 06/16/21 at 09:26
AM. Surveyor asked how often RN184 receives
suctioning and trachea care. RN3 stated we
suction her as needed, before breakfast and
when we make rounds. | can suction her.
06/16/21 09:29 AM noted RN standing by the
elevator, stated I'm going to her,, | need the
materials, I'm waiting for the key...

On 06/16/21 at 03:19 PM Surveyor asked RN3
when does R184's trachea care get done? When
asked if she received training on providing
trachea care she responded that training was
provided during the fourteen day training prior to
being hired.

Surveyor interviewed the Unit Director (UD) 9 on
06/16/21 at 03:23 PM. Surveyor asked UD9 if the

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: ) COMPLETED
A. BUILDING:
125011 B. WING 06/21/2021
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1677 PENSACOLA STREET
HALE NANI REHABILITATION AND NURSING CENTEF
HONOLULU, HI 96822
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
4136 | Continued From page 10 4136

Office of Health Care Assurance

STATE FORM

6899

NFID11

If continuation sheet 11 of 62




Hawaii Dept. of Health, Office of Health Care Assurance

PRINTED: 08/09/2021
FORM APPROVED

staff who take care of R184 receive training prior
to coming to work on the floor. The UD9
responded that the training is provided by the
Staff Development Director (SDD). When asked
if the resident is being evaluated to determine her
status as a stable trachea patient and how often?
Replied that the doctors see her every month and
evaluate her, she is a stable trachea patient.

Surveyor interviewed the Staff Development
Director (SDD) on 06/16/21 at 03:53 PM and
asked if nursing staff are provided trachea care
and suctioning at annual training and training to
new hires. There is nothing specific. We provide
1:1 education to staff if they need additional
training and they do spot checks on staff.

Surveyor requested the training content and
documentation from the SDD how staff are being
monitored on the unit providing the care (spot
checks).

Surveyor interviewed the SDD on 06/17/21 at
09:53 AM. Surveyor asked how they monitor staff
who are providing trachea care to ensure
compliance and that they are competent. SDD
replied "Usually the unit manager will provide the
spot checks. If there is a concern about the skill
being provided | will work with the staff 1:1."
There is no monitoring documentation available.
(for the staff i.e. spot checks).

Surveyor observed RN1 on 06/17/21 at 10:13 AM
providing trachea care to R184. RN1 pulled off
trachea collar, noted thick white sputum on the
washcloth on R184's chest around the trachea.
RN1 removed the secretions with a napkin and
threw it in a garbage bag resting on the floor next
to the bed. RN1 took off gloves and set up a
sterile field. Noted RN1 poor out the hydrogen
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peroxide and Normal saline into the small boxes
from the kit. RN1 applied the clean gloves.
Noted she didn't sanitize her hands in between
the glove changes. Surveyor noted the sputum
changed to a white/ yellow thick mucus from the
previous observation on 06/14/21.

Surveyor asked RN1 when she changed her
gloves does she need to sanitize her hands?

RN1 stated yes, | do. When asked why she didn't
suction the resident before providing the care she
responded that she suction's her as needed (prn).
| usually check on her at least every hour. If she
has a lot of drainage, | suction her trachea.
Sometimes when certified Nurse Aide (CNA)
changes her, the trachea collar gets misplaced,
so | come to check and see if she needs attention
(refer F880).

Surveyor reviewed the facility Quality of care
Respiratory Care/ Tracheotomy Care &
Suctioning dated 07/2018. Purpose "To provide
residents with necessary respiratory care and
services that are in accordance with professional
standards of practice, the residents care plan..."

Surveyor reviewed the competency
check-Tracheotomy Care dated March 2018 that
was provided by the nurse educator for review on
06/17/21.

Performance criteria: 12. Suction resident. 16
Attach the catheter to suction. 17. Insert the
catheter into the trachea without suction. 18.
Apply suction intermittently while rotating the
catheter and withdrawing it from the trachea. 19.
Wrap disposable suction catheter around the
sterile dominant hand while withdrawing it from
the tracheal tube.

Surveyor reviewed the Treatment administration
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record (TAR) for R184 on 06/18/21 at 03:00 PM.
April 2021. R184 was suctioned once on 04/27 at
10:30 AM.

May 2021. R184 was suctioned on 05/01 at
11:05 AM and 05/11 at 10:00.

June 2021. R184 was suctioned on 05/14 at
0411.

Surveyor observed RN2 suction R184 on
06/14/21 at 2:15 PM, no documentation was
found on the TAR that R184 was suction by RN2.

Surveyor interviewed the UD9 on 06/18/21 at
11:07 AM. Surveyor asked UD9 how are you as
the unit manager monitoring your staff for
compliance ensuring that they are providing the
trachea care within professional nursing
standards of practice? The Nurse Educator does
the inservices for the staff. Periodically when
they are giving care | go in and check on them. If
they are providing the care incorrectly | will take
them aside and talk to them, they may be referred
back to the nurse educator and will get additional
1:1 education. Surveyor asked if she had any
documentation that shows when and how the
staff are being monitored and what is the
outcome? UM1 was not able to show the
surveyor documentation to show the staff are
being monitored for competency in providing
trachea care (Refer F726).

Based on review of Facility Reported Incident
(FRI), observations, staff interview, and record
review, the facility failed to ensure that one
Resident (R) 170, of the three residents reviewed,
was free from physical restraint.

Findings Include:
A review of the FRI sent by the facility to the

Department of Health, Office of Health Care
Assurance stated the following: On 01/07/21, a
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gait belt was placed on R170 and tied to a
wheelchair to prevent R170 from standing. The
incident was witnessed by another staff member
and reported to management. R170 was
assessed with no injuries noted. The doctor and
family were informed, R170 was placed on alert
monitoring and the care plan was modified
accordingly.

Electronic Health Record (EHR) for R170 showed
R170 was admitted to the facility on 08/13/19 with
a diagnosis of Dementia, Bipolar Disorder,
Polyneuropathy, Atherosclerosis of Aorta, Vitamin
D Deficiency, Dysphagia.

On 06/14/21 at 10:00 AM, R170 was noted to be
sitting in a wheelchair near the hallway. R170
was non-verbal, did not respond to questions and
appeared in no distress.

On 06/18/21 at 10:19 AM, Certified Nurse Aide
(CNA) 4 was interviewed about the FRI. CNA4
stated the incident happened on another shift and
that the staff had received training about
restraints. CNA4 stated R170 does try to get up
from the wheelchair, but that the staff is trained to
just follow and monitor for safety. CNA4 said that
they do not restrain R170.

During an interview with the Regional Nurse
Consultant (Consultant) on 06/18/21 at 02:30 PM,
Consultant discussed the FRI and stated that the
facility further initiated a Performance
Improvement Action Plan which included the
following: Corrective Actions; gait belt removed
from the resident, skin check completed, 1:1
initiated for the residents, psychosocial
assessment and monitoring in place, medication
review by the doctor and/or nurse practitioner,
referral to psychiatry, doctor notified, resident
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representative notified, care plan updated as
indicated, resident placed on 72 hour alert
charting for monitoring of skin and behavior, staff
on administrative leave pending further
investigation, baseline audit of residents on all
units, no new restraints identified, cohort
interviews for several residents completed.
Systemic Changes: staff members re-educated in
definition of abuse, neglect, mistreatment,
emphasis on education in definition of a restraint
and, if indicated requirements around use of a
restraint, staff members educated in
management of challenging behaviors with
emphasis on who is at risk, Director of Nursing or
designee will conduct random audits of residents
for evidence of restraint usage, audits will be
conducted for 2 residents per unit per shift daily
x1 week, then 2 residents daily x2 weeks, audit
trends will be presented to the facility QAPI
Committee for review and further
recommendations. Consultant provided
documentation following the Performance
Improvement Action Plan.

Based on record review and interview, the facility
failed to ensure that the facility was free of
accident hazards and failed to provide adequate
supervision for fall precautions for two residents,
R406 and R224. This deficient practice has the
potential to affect all residents in the facility.

Findings include:

1) On 06/18/21 at 03:00 PM, surveyor reviewed
R406's discharge summary from an acute care
hospital dated 09/28/20. R406 is an 89 year old
male with prior medical history of dementia.

R406 experienced an unwitnessed fall on 9/24/20
at facility. The fall resulted in a skin laceration to
back of his head with uncontrolled bleeding.
R406 received five surgical staples to the back of
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his head. His prescribed anticoagulants (blood
thinner medication) were held due to small

subarachnoid hemorrhage (bleeding in the brain).

Afibrilation (irregular heart beat) rate controlled.

Surveyor reviewed the electronic medical record
on 06/18/21 at 02:13 PM.

"Nursing Note: 9/24/2020 22:16 (10:16 PM). At
1950 (07:50 PM) heard a thud inside residents
room. Found resident on the floor, supine
position near his bed. Resident is naked, alert &
oriented x 1 (name) profuse bleeding at the back
of his head, noted a laceration 5 cm
(centimeters), pressure applied on it. Daughter
was informed about the fall."

"Nursing Note: 9/26/2020 22:26 (10:26 PM)
Admitted R406 back to the facility, status post
(S/P) fall and altered mental state (AMS)."

"Skilled Nursing Note: 9/27/2020 23:32 [22:32
PM]. R406 current reason for skilled stay is
assessment/management of Encephalopathy
(disease that affects the brain), AMS and post
fall; Physical Therapy (PT) and Occupational
therapy (OT) to maximize functional and safe
mobility; care planning on fall prevention.

"Nursing Note: 9/29/2020 12:03. R406 noted with
moist cough, longer for him to swallow. NP
ordered chest X-ray today and Speech therapy
(ST) eval."

"Nutrition/Dietary Note: 9/30/2020 09:09.
Significant change, ARD 9/30/20. Refer to
nutrition eval 9/28 - resident at risk of
malnutrition. Continue to monitor on weekly
weights."

"Therapy Note: 9/30/2020 12:34. Currently,
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patient presents with severe dysphagia (difficulty
swallowing) characterized by oral holding.
Additionally, patient with wet/productive cough
after the swallow... Patient is currently not safe to
consume any solids or liquids mouth."

"Nursing Note: 9/30/2020 13:55 (01:55 PM). Still
with moist cough, received a message from SLP
(speech language pathologist) that resident is not
safe to eat anything by mouth (NPO). Called
medical doctor (MD) office to inform. MD office
ordered to put on NPO until further notice."

"10/02/2020 15:58 (03:58 PM) Nutrition/Dietary
Note: Nasogastric tube (NGT) placed."

"10/08/2020 23:53 (11:53 PM) Nursing Note: At
1540 (03:40 PM), this writer went to resident's
room to check on resident and then noted
resident lying on his left side next to bed on floor.
No injuries to the head and other part of body
noted. No facial grimacing noted. Head to toe
assessment done. Resident was assisted by this
writer and certified nurse aide (CNA) back into
bed. Informed nurse supervisor. Notified
daughter."

MDS with ARD of 09/30/20 quarterly evaluation.
Resident had a significant change in status due to
at risk for nutrition.

"Section J: One fall.

Section K (Nutrition/ Swallowing): holding food in
mouth/ cheeks or residual food in mouth after
meals. Yes.

Coughing or choking during meals or when
swallowing medications yes.

On mechanically altered diet.

Therapeutic diet."

Surveyor reviewed the previous MDS with ARD of
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07/14/20 and compared the two evaluations.
"Functional status: extended assist.

K: Nutrition: No loss of liquids/solids from mouth
when eating or drinking. No holding food in
mouth/ cheeks or residual food in mouth after
meals.

No coughing or choking during meals or when
swallowing medications."

Care plan dated 03/22/20 reviewed:

"Fall: The resident is at risk for falls due to
decreased generalized strength, impaired
balance/ mobility, poor cognition, history of
repeated falls."

Surveyor interviewed the Director of Nursing
(DON) and RNC on 06/22/21 at 02:05 PM.
Surveyor asked what are R406 risk factors for
having a fall, how often are they assessed and
where is it documented? The DON replied that
the last Fall risk assessment was on 01/08/21.
He scored high he was a pretty high risk.

The DON stated that prior to the fall staff were
ensuring resident placed up in wheelchair (WC)
or recliner during the day time. When in bed,
keep in lowest position. Check resident for every
one to two hours, toilet resident before meals.
Check at least every two hours.

When the resident has a fall they are on alert
charting, so they are being monitored closely.

What were the circumstances around the cause
of the fall, September 24, when R406 was found
on the floor? He just wanted to get out of his bed
when asked by the staff.

Surveyor asked if this fall was preventable. DON
responded, with his diagnosis, his behavior, he

Office of Health Care Assurance

STATE FORM

6899 NFID11 If continuation sheet 19 of 62




PRINTED: 08/09/2021

FORM APPROVED
Hawaii Dept. of Health, Office of Health Care Assurance
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: ) COMPLETED
A. BUILDING:
125011 B. WING 06/21/2021
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1677 PENSACOLA STREET
HALE NANI REHABILITATION AND NURSING CENTEF
HONOLULU, HI 96822
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
4136 | Continued From page 19 4136

would be awake at night. His diagnosis of
dementia and sundowning. He was hard to
manage at times. The staff were saying he would
be unpredictable. He was in his late alzheimers
disease process. | don't feel that the accident
was preventable. He was checked 10 minutes
prior to the fall. It was an unavoidable fall.

Surveyor asked if a 1:1 was ever considered for
R406 since he was "unpredictable"?

Both DON and RNC responded that they don't
believe he required a 1:1 before the fall.

This deficient practice resulted in R406 sustaining
a laceration to his head. The facility's staff were
unable to control the bleeding associated with the
laceration. R406 required emergency medical
attention to have the bleeding controlled. R406
received five surgical staples to the laceration
sustained as a result of the facility's deficient
practice. Upon returning to the facility after
receiving emergency medical attention, R406 was
never the same. R406 progressively declined of
functional status and significant negative weight
loss.

Surveyor discussed the functional decline after
R406 returned to the facility after the fall on
09/26/21. R406 expired on 03/22/21.

2) R224 entered the facility on 05/28/21. Record
review on 06/14/21 at 2:00 PM revealed R224
had a history of falls and fell at home. Physician
assistant (PA) note dated 06/16/21 at 09:06
documents a chief complaint of impaired mobility
and activities of daily living dysfunction secondary
to a myocardial infarction (heart attack). R224
was on a blood thinner in the hospital and then
placed on blood thinners when entering the
facility.
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A concurrent interview and observation were
done on 06/14/21 at 10:30 AM with R224.
Surveyor observed that R224 had black and blue
bruises to his face and especially to his right
orbital area. Resident stated that he fell and hit
his head very hard.

Interview with UD6 was done on 06/15/21 at
10:58 AM. UDG6 was queried regarding facial
bruising to R224. UDG6 was not aware of R224's
facial bruising. An event report and flowsheets
were requested.

On 06/16/21 at 8:20 AM, an interview was done
with UD6 regarding R224. UDG6 stated that R224
had a fall on 06/03/21. "This occurred in the
bathroom when he was briefly left alone, and he
fell and hit his head. The fall did cause bleeding
to his brow area. On the second fall, 06/12/21,
this occurred in his room, where he fell out of bed
and hit the wheelchair. We took out his
wheelchair from the room and added grab bars.
R224 thought he was getting a visitor and fell out
of bed." Surveyor queried regarding interventions
to monitor residents who are on blood thinners
and hit their head. UDG6 stated that they did
neurochecks and check for bleeding. UD6 stated
that he got the black eye from his first fall.
Queried UDG6 regarding room proximity to the
nursing station as R224's bed was farthest from
the nursing station. UDG6 stated that they did not
have a room closer to the nursing station at this
time.

Record review (RR) done on 06/16/21 shows that
a Fall risk evaluation was done on 05/28/21,
06/03/21 and 06/12/21. The evaluations show
that after the second fall, for gait and balance,
use of assistive device was marked on 06/12/21
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evaluation. There were no additional notes
recorded on the evaluations. RR of the physical
therapy (PT) note shows that R224 needed cues
for transfers due to poor safety skills. Distance
skills equals 500 feet and assistive device equals
two-wheeled walker. PT completed evaluation on
06/17/21.

RR of care plan on 06/16/21, printed at 12:16 by
this surveyor revealed that Care plan was not
updated to reflect interventions for fall on
06/03/21 and for fall on 06/12/21. UDG6 provided
a conflicting care plan on 06/18/21 which did
include interventions; however, there were no
dates on the care plan to reflect when the care
plan was updated. Surveyor received an event
report but did not receive flow sheets.

An interview on 06/17/21 at 1:29 PM with the
DON regarding R224's facial bruising. DON
stated she did not know about the facial bruising
and would talk with the UD.

On 06/17/21, R224's room was moved in front of
nursing station. RN10 stated "We had an open
room and was able to move R224."

RR on 06/18/21 07:29 AM showed a nursing note
that RN10 called MD's office and spoke with MD's
nurse to report facial bruising.

RR of policy and procedure for accident
Hazards/supervision/devices, policy number 689,
under guidelines No 13 states:
"Monitoring and modification process may
include:

a. Verifying that interventions are
implemented as planned;

b. Evaluating the effectiveness of
interventions;
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c. Modifying or replacing interventions as
needed, and;

s. Evaluating the effectives of new
interventions."

R224 had a history of a fall at home and had two
falls in the facility. Investigation by observation,
record review and interview reveals that the
facility did not ensure best practice: 1) staff not
aware of facial bruising after a fall with a resident
on blood thinners, 2) MD called 15 days after
injury to notify about facial bruising, 3) careplans
not reflecting interventions and questionable
evaluations were appropriate for resident as
revealed by lack of documentation, interventions
and protocols delaying care in prevention of a
second fall with a resident who is on blood
thinners. This deficient practice has the potential
to affect other residents in the facility.

11-94.1-38(a) Activities

(a) The facility must provide for an ongoing
program of age-appropriate activities designed to
meet the interests, physical, mental, and
psychosocial well-being of each resident.

This Statute is not met as evidenced by:

Based on observations, record reviews and
interview with residents and staff, the facility failed
to provide an ongoing program of activities for
two (R52 and R184) of 12 residents reviewed for
concerns related to activities and two add-on
residents (R506 and R30). The facility did not
assure equipment and supplies were provided for
residents that benefit from room-based activities.
Residents that receive room-based activities are
being coded as resting/relaxing as an activity.

4136

4145

CORRECTIVE ACTION

Equipment and supplies were provided for
Residents 30, 52, 184 and 506) to provide
them with activities and recreation.

IDENTIFICATION OF OTHERS

Residents who have room-based activities
are at risk. An audit was conducted of
residents identified as benefiting from
room-based activities to verify activities

7/29/21
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The deficient practice has the potential to result in
decline of residents' mental and psycho-social
well-being and could affect all residents.

Findings include:

1) R52 was admitted to the facility on 12/19/17.
Diagnoses include the following, paraplegia,
unspecified; major depressive disorder, recurrent,
severe with psychotic symptoms; Type 2 DM
(diabetes mellitus, high blood sugar) with other
specified complication; unspecified dementia with
behavioral disturbance; unspecified mental
disorder due to known physiological condition;
and paranoid schizophrenia.

R52 was observed lying in bed on 06/14/21 at
08:05 AM. R52 has a television on a stand;
however, the television was not on. Subsequent
observation on 06/14/21 at 12:36 PM and 01:05
PM found resident laying in bed, awake. The
television was not on. On 06/15/21 at 08:29 AM
and 11:29 AM observed R52 laying in bed. On
06/16/21 at 09:32 AM, R52 was sitting up in bed.
Second observation on 06/16/21 at 10:26 AM,
R52 was seated in her wheelchair outside of her
room. R52 reported that there was something
wrong with her bed so she needed to get up.
Observed staff member changing the bed linen.
R52 was not observed engaged in activities and
usually laying in bed awake. The television was
not on and the resident was not provided with a
radio to listen to music.

On 06/15/21 at 09:21 AM, R52 reported she does
not watch television because her remote control
for the television was stolen and facility was
working on getting another remote or television.

Record review was done on 06/17/21 at 03:29

are being provided and necessary
equipment and supplies are available.
Identified concerns will be addressed.

SYSTEMIC CHANGES
Administrator/designee re-educated
activities staff regarding provision of
in-room visits for residents who benefit
from room-based activities on 6/18/21 and
ongoing. Included in the re-education was
how to document room-based activities to
reflect what activity was provided.

MONITORING
Administrator/designee will conduct
random observations to validate
room-based activities are occurring as
planned and verify documentation is
reflective of provided activities, 4
residents/week x 4 weeks, then 3
residents/week x 2 months.

Findings will be reported to the facility
QAPI Committee monthly x 3 months or
until a lesser frequency is deemed
appropriate.

Date of Compliance: 7/29/2021
Administrator is responsible for on-going
compliance.
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PM. Areview of the annual activities assessment
dated 12/29/20 notes R52 has a cognitive
impairment and is able to express her needs
verbally. R52 will participate in 1:1 (one to one)
visits consisting of Talking/Reminiscing (hiking,
horseback riding, traveling, books, current
events, and reality orientation), bed side
exercises, music (Hawaiian/Rock), and pet visits.
She also engages independent activities such as
listening to music, watching bedside TV and
resting/relaxing (may want TV off depending on
mood). She exhibits active level of participation.

On 06/18/21 at 09:39 AM, the Activities Director
(AD) provided a copy of R52's activity care plan
and participation record for the last 30 days. The
care plan included interventions for engaging in
independent activities such as listening to music,
watching bedside TV and resting/relaxing. The
participation log notes television on 05/27/21 and
05/28/21; music on 06/08/21, 06/09/21, 06/14/21
and 06/16/21; 1:1 on 05/24/21, 05/26/21,
05/31/21, 06/01/21, 06/02/21, and 06/07/21; and
resting/relaxing on 05/22/21, 05/30/21, 06/05/21,
06/06/21, 06/12/21, and 06/13/21. In the past 30
days, R52 received activities on 17 of 30 days,
including six days that were coded as
resting/relaxing.

On 06/16/21 at 01:16 PM an interview was
conducted by the survey team with AD in the
conference room. The AD stated residents are to
bring their own television and the follow-up for the
missing remote is for nursing or maintenance.
The AD was unaware of how long the resident's
remote control was missing. AD reported
activities staff attempt to visit residents two to
three times a week for approximately 15 minutes.
Further queried whether the facility has radios to
provide residents for music, AD replied the facility

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: ) COMPLETED
A. BUILDING:
125011 B. WING 06/21/2021
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1677 PENSACOLA STREET
HALE NANI REHABILITATION AND NURSING CENTEF
HONOLULU, HI 96822
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
4 145 Continued From page 24 4145

Office of Health Care Assurance
STATE FORM

6899

NFID11

If continuation sheet 25 of 62




PRINTED: 08/09/2021

FORM APPROVED
Hawaii Dept. of Health, Office of Health Care Assurance
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: ) COMPLETED
A. BUILDING:
125011 B. WING 06/21/2021
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1677 PENSACOLA STREET
HALE NANI REHABILITATION AND NURSING CENTEF
HONOLULU, HI 96822
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
4 145 Continued From page 25 4145

has radios but it goes out fast. The activities staff
will play music for residents during their 15
minute visit. Further queried regarding the coding
for resting/relaxing, is this really an activity. The
AD clarified activities staff will mark this activity
when they find the resident asleep or resting.

The AD also reported activities will mark
walk/stroll if residents are observed to be walking
with nursing/rehab staff.

2) R30 was admitted to the facility on 12/06/13.
Diagnoses include status post stroke, diabetes
mellitus, dementia and manic depressive
disorder.

Observation on 06/14/21 at 10:31 AM and 12:41
PM, R30 was asleep. On 06/15/21 at 08:18 AM,
R30 was observed with Restorative Aide (RA)2
receiving passive range of motion and application
of boots/splint to prevent feet contractures. At
11:21 AM, R30 was observed laying in bed. R30
did not have a television or radio on during the
observations.

On 06/18/21 at 10:14 AM, the AD provided a copy
of the activities care plan and activity participation
log. The care plan note that R30 is not interested
in group activities and has impaired cognition and
communication. R30 spends time listening to her
bedside radio. Care plan interventions include
provide/offer activity material of interests (reading
material, crafts) and facilitating phone calls/video
chat with family. R30 noted to participate in 1:1
visits consisting of talking/reminiscing and music
(Hawaiian). R30 was coded for participation in
music 12 times in the last 30 days. And she was
coded for resting and relaxing nine times in the
last 30 days.

Interview with AD on 06/18/21 at 10:19 AM in the
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conference room, queried whether R30 had a
radio as no music was heard during observations.
AD reported that R30's radio, without batteries,
was found in the resident's closet. Batteries have
been provided and R30 now has her radio. AD
also reported R30 enjoyed coming outdoors to
listen to music, however, due to COVID-19 this
group activity was not being provided.

3) Surveyor observed R184 lying in her bed on
06/14/21 at 03:42 PM. She was laying in the bed
next to the window, curtain on her right closed
allowing her total privacy. She was facing to the
left awake, not alert and non verbal. Surveyor
noted there was no television in the room on her
side or the resident in the bed on her right. R184
had a tracheostomy (Trachea) collar connected to
a humidifier. She didn't respond to questions
from the surveyor. She laid in bed staring straight.
Subsequent visits to R184's room were made by
the surveyor in the morning and afternoons on
06/14/21 through 06/18/21. Surveyor noted no
changes that allowed the resident to have music.

Surveyor reviewed the EHR on 06/16/21 at 04:04
PM. MDS quarterly evaluation with ARD of
05/14/21. "Activities: Section F...B. How
important is it to you to listen to music you like?"
Response was coded "2. Somewhat important.”

Surveyor reviewed care plan dated 02/24/21 on
06/16/21 at 03:02 PM. R184's care plan stated
the following:

ACTIVITIES

R184 has a communication impairment which
may affect her activity participation. She engages
in independent activities such as listening to
music and participating in virtual visits with her
family.

Provide R184 with 1:1 visits consisting of
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Sensory, reading (the bible) and music (spiritual)
and virtual visits.

Provide, offer and assist the resident with in-
room individualized activity visits to maintain the
residents psycho social well- being and to provide
the resident with recreational opportunities.

Surveyor interviewed the AD on 06/16/21 at 01:19
PM in the conference room. Surveyor asked
what type of sensory and auditory stimulation is
provided for those who are bed bound and not
responsive. AD replied that she reaches out to
their families, music is a big thing, | have some
that are religious so my staff will read chapters
from the bible. For a resident with music on the
care plan, we try to give them a radio and put on
a station that they like. Once the assessment is
done, then its put on the care plan. | provide an
activity calendar for each resident. If they can't
get anything like a television or radio from home,
we offer them a radio. Surveyor asked why R184
doesn't have a radio? The AD responded we only
have one radio available to be given out. There
were 10 ordered last time and there is only one
left.

Surveyor interviewed Activity Assistant (AA)3 on
06/18/21 at 10:36 AM on Piikoi 1 lanai. Surveyor
asked AA3 how music is provided to R184 as it is
written on the care plan. AA3 stated our staff go
into her room and play music on their cell phone
or other electronic device for 15 minutes about
two to three times per week or as often as they
can. The staff also schedule a Zoom call with the
family and go in and provide virtual visits using a
facility electronic device.

4) Initial observation of R506 was made on
06/14/21 at 09:14 AM. She was sitting up in her
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wheelchair in the hallway of the nursing facility,
holding a piece of paper, stating "l don't know
anything." She had a faded blue bruise to her
right eye.

A subsequent observation of R506 on 06/15/21 at
09:33 AM revealed R506 in the same situation as
on 06/14/21. Surveyor attempted an interview
with R506, but was unable to, due to her
confusion. She was holding a paper with
Japanese writing, translated to English. She
asked surveyor in a frustrated tone, "What day
today?" "How long | here?" and "Is my son
coming today?" CNA2 assisted R506 by pointing
to the Japanese writing and answering her
questions in simple English.

On 06/15/21 at 12:31 PM, an abbreviated
resident representative interview was done with
R506's son. He stated that R506 communicates
mostly in Japanese and that the staff member
that assists with interpreting or engages in
conversation with R506 is not fluent in Japanese.
He further stated that the facility had difficulty
finding a Japanese interpreter.

On 06/16/21 at 11:05 AM, R506's EHR was
reviewed. She was admitted on 06/02/21 for a
right hip fracture and had a diagnosis of
"unspecified dementia with behavioral
disturbance." Admission MDS dated June 5,
2021, revealed under "Section B Hearing,
Speech, and Vision": "B0700. Makes Self
Understood" coded as "2. Sometimes
understood."; "B0800. Ability To Understand
Others" coded as "2. Sometimes understands.";
under "Section C Cognitive Patterns": "Brief
Interview for Mental Status (BIMS)," "C0500.
BIMS Summary Score" "01" which indicates
severe impairment.
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An "Activities/Recreation - Initial Review" note
stated: "...she prefers to participate in
independent activities such as resting, watching
TV, and engaging in physical therapy. Staff will
provide her leisure supplies as needed and
encourage her to engage in social stimulation."
Her treatment administration record (TAR) for 1:1
activity showed no data for the look back date of
30 days. The TAR for independent activity
showed one activity done on 06/02/21, 06/07/21,
06/10/21, and 06/14/21.

On 06/16/21 at 01:12 PM, R506 was observed to
be sitting in her wheelchair in the doorway of her
room, repeatedly stating, "l don't know nothing"
and looking frustrated. She did not have her
paper with the Japanese writing and English
translations.

An interview was done with the AD on 06/16/21 at
01:16 PM in the conference room. For residents
with dementia, they "try to provide them
(activities) as much as we can...try to provide two
- three times per day."

In an interview with RN5 on 06/17/21 at 11:26
AM, he stated that R506 "understands some
English." For residents with a language barrier,
he stated that they would utilize the Language
Line for interpreting. He stated that for R506,
"One of the therapists wrote down some notes.
No staff can speak Japanese, you need to be
patient answering her, be calm. Offer to keep her
busy." Surveyor asked for clarification about
having staff that were able to speak Japanese
and he stated, "There are therapists that speak
Japanese, but they don't work on this floor. | don't
know why they don't work on this floor."
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In an interview with the UD8 on 06/18/21 at 09:04
AM, she stated that R506 needs someone to talk
to because her attention span is short. She also
stated that she would ask the recreations
department to assist with providing activities for
residents with dementia and ask for individual
activities, reading material or someone to talk
with the resident. She further stated for R506, "
will ask activities to provide Japanese magazines
and music." (Refer F744)
4149 11-94.1-39(b) Nursing services 4149 7/29/21

(b) Nursing services shall include but are not
limited to the following:

(1) A comprehensive nursing assessment of
each resident and the development and

implementation of a plan of care within five
days of admission. The nursing plan of care
shall be developed in conjunction with the
physician's admission physical examination and
initial orders. A nursing plan of care shall be
integrated with an overall plan of care
developed by an interdisciplinary team no later
than the twenty- first day after, or simultaneously,
with the initial interdisciplinary care plan
conference;

(2) Written nursing observations and
summaries of the resident's status recorded, as

appropriate, due to changes in the resident's
condition, but no less than quarterly; and

(3) Ongoing evaluation and monitoring of
direct care staff to ensure quality resident care
is provided.
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This Statute is not met as evidenced by:
Based on observations, record review, and CORRECTIVE ACTION

interview with staff members, the facility failed to
assure accurate blood pressures were taken for
residents diagnosed and treated for hypertension
for one resident, R37; and failed to provide
tracheostomy care that demonstrated
professional standard of nursing practice for
R184 who had a tracheostomy, evidenced by the
following:

Staff did not monitor R184 for suctioning as
frequent, as necessary.

Staff failed to identify when the resident needed
assistance with her respiratory care.

Two RNs who suctioned and provided trachea
care for R184 made an error in the technique and
breached infection prevention & control
standards.

Management staff are not monitoring the nurses
for competency of trachea care that is being
provided to R184.

This deficient practice has the potential to result
in the following:

Inappropriate treatment of hypertension (high
blood pressure) and compromise respiratory
status, placing both residents at risk for severe
illness.

Findings include:

1) Observation on 06/17/21 at 08:25 AM, CNA3
was at R37's bedside taking her blood pressure
(BP). The BP cuff was placed on R37's left
forearm. Subsequent observation on 06/17/21 at
09:11 AM found RN50 taking R207's blood
pressure across the nurses' station. RN50
placed the blood pressure cuff on resident's
forearm. R207 was asked why her BP cuff was
placed on her forearm and not upper arm. R207
replied she prefers it on the forearm as when the

R37 blood pressure (BP) is being taken on
her upper arm.

R184 is receiving trach care and being
suctioned, as needed.

R207 was provided with a larger BP cuff.

IDENTIFICATION OF OTHERS

Residents diagnosed with hypertension
and residents requiring tracheal suctioning
are at risk.

An audit was conducted to identify
residents with a diagnosis of hypertension.
It was verified that BP is being taken on
the upper arm.

There are no additional residents requiring
tracheal suctioning.

SYSTEMIC CHANGES

The DON/designee on 6/18/21 and
ongoing re-educated LN and CNAs
regarding technique for taking BPs. On
6/18/21 and ongoing, DON/designee
re-educated LN related to care of a
tracheostomy, including cuff placement,
infection control and suction technique.
Annual and as needed suctioning
competency was verified for LN who work
on the unit with a resident requiring
tracheal suction.

MONITORING

DON/designee will conduct random
observations of BP being taken on 5
residents/week x 4 weeks, then 4
residents/week x 2 months to validate
technique.

DON/designee will observe trach care
being performed 5 times/week x 4 weeks,
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BP cuff is placed on her upper arm, the Velcro
either rips open or squeezes her arm too tightly
resulting in pain.

Record review was done on 06/17/21 at 12:06
PM. R37 has a diagnosis of hypertension and is
prescribed metoprolol succinate ER, 25 mg, hold
if BP is below 100, call if systolic BP is above 180,
and hold if apical pulse is below 55. The BP
reading taken on 06/17/21 at 09:09 AM was
143/77. R37's systolic BP ranged from 136 to
144 for the time period of 06/16/21 to 06/17/21.

Record review was done on 06/17/21 at 12:06
PM. R207 is diagnosed with hypertension and is
prescribed Lasix (diuretic), 40 mg, give 80 mg by
mouth once a day related to hypertension, hold if
systolic BP is less than 100. A review of R207's
BP reading for 06/17/21 at 09:14 AM was 140/70
and subsequent reading at 09:43 AM was 150/90.
R207's systolic BP ranged from 140 to 182.

Interview with Director of Nursing (DON), RNC,
and ADON was done on 06/17/21 at 12:25 PM in
the DON's office. The DON reported taking a BP
on the forearm is done per a physician order.
Further queried whether R207 and R37 had an
order to take BP on the forearm. DON
responded R207 and R37 does not have an order
to take BP on the forearm. Requested a copy of
the facility's policy and procedure. RNC
accompanied surveyor out of the DON's office
and while standing in the hall, agreed to provide a
policy and procedure regarding taking of BP.

On 06/18/21 at 08:15 AM interviewed Unit
Director (UD)5 at the unit's nursing station. UD5
reported due to the pandemic, CNAs are taking
residents' vitals. UD5 reported R207's BP was
retaken using a larger cuff and it is not clear why

then 3 times/week x 2 months.

Findings will be reported to facility QAPI
Committee monthly x 3 months or until a
lesser frequency is deemed appropriate.

Date of Compliance: 7/29/2021
DON is responsible for on-going
compliance.
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a larger cuff was not being used for R207. UD5
called R207's physician regarding taking BP on
the forearm vs. upper arm as requested by the
resident. UD5 also reported CNA3 has been
reeducated to place the BP cuff on the upper arm
to obtain an accurate reading.

The requested policy and procedure was not
provided by the time of exit, 06/18/21 at 03:30
PM.

2) On 06/14/21 at 02:12 PM, Surveyor entered
R184's room and noted her tracheostomy collar
was not on correctly, it was tied in on her neck
facing the wrong position, and not directly over
the tracheostomy opening. The trachea collar
provides humidified air to R184's trachea.
Surveyor noted R184 coughing forcefully,
expectorating thick white secretions from the
tracheostomy. R184 appeared to have an
increased respiratory rate. Right arm was noted
with a slight tremor with each heavy cough. At
02:16 PM surveyor went out to the hallway to ask
RN2 to check on the resident. RN2 came into the
room to provide R184 with tracheostomy care.
Surveyor noted RN2 did not sanitize her hands
when taking off the soiled gloves, removing them
and donning the sterile glove from the suction kit.
When going into R184's trachea with the suction
catheter, she was noted to apply suction when
going into the trachea. Resident continued to
cough and expectorate mucus. Also noted RN2
did not have control of the suction tube, which fell
onto the resident's neck (Refer F880).

On 06/16/21 at 03:02 PM, surveyor reviewed
R184's care plan dated 02/24/21. R184's care
plan stated the following:

"Problem: Respiratory. Resident has a
tracheostomy.
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At risk for ineffective airway clearance...
Provide tracheostomy care as ordered.
Resident has Tracheostomy.

Suction as needed for congestion or increased
secretions."

During an observation on 06/16/21 at 09:23 AM,
Surveyor noted R184's trachea collar was halfway
full of thick white secretions. Surveyor went out
to the hallway and asked RN3 to come check the
resident. RN3 stated "l will suction her, | need to
get a key to get the supplies, the person who has
the key isn't here right now".

Surveyor interviewed RN3 on 06/16/21 at 09:26
AM. Surveyor asked how often R184 receives
suctioning and trachea care. RN3 stated, "We
suction her as needed, before breakfast and
when we make rounds. | can suction her." At
09:29 AM, surveyor noted RN3 standing by the
elevator, and she stated, "I'm going to her, | need
the materials, I'm waiting for the key..."

Surveyor interviewed UD9 on 06/16/21 at 03:23
PM. Surveyor asked UD9 if the staff who take
care of R184 receive training prior to coming to
work on the floor. The UD9 responded that the
training is provided by the staff development
director (SDD). When asked if the resident is
being evaluated to determine her status as a
stable trachea patient and how often? Replied
that the doctors see her every month and
evaluate her, she is a stable trachea patient.

Surveyor interviewed the SDD on 06/17/21 at
09:53 AM. Surveyor asked how they monitor staff
who are providing trachea care to ensure
compliance and that they are competent. SDD
stated "Usually the unit manager will provide the
spot checks. If there is a concern about the skill
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being provided, | will work with the staff 1:1."
There is no monitoring documentation available
(for the staff i.e. spot checks) (Refer F726).

Surveyor observed RN1 on 06/17/21 at 10:13 AM
providing trachea care to R184. RN1 pulled off
trachea collar, noted thick white sputum on the
washcloth on R184's chest around the trachea.
RN1 removed the secretions with a napkin and
threw it in a garbage bag resting on the floor next
to the bed. RN1 took off gloves and set up a
sterile field, then RN1 applied the clean gloves.
Noted she didn't sanitize her hands in between
the glove changes. Surveyor noted the sputum
color changed to a white/ yellow thick mucus
since 06/14/21. Noted she moved her clean area
up onto the basin then moved it back down on the
table which placed her clean area into a dirty area
(refer F880). Surveyor asked RN1 when she
changed her gloves does she need to sanitize her
hands? RN1 stated, "Yes, | do." When asked
why she didn't suction the resident before
providing the care she responded that she
suctions her as needed (prn). | usually check on
her at least every hour. If she has a lot of
drainage, | suction her trachea. Sometimes when
CNA changes her, the trachea collar gets
misplaced, so | come to check and see if she
needs attention (refer F880).

Surveyor reviewed the facility's "Quality of care
Respiratory Care/ Tracheotomy Care &
Suctioning" policy dated 07/2018. "Purpose: To
provide residents with necessary respiratory care
and services that are in accordance with
professional standards of practice, the residents
care plan..."

On 06/17/21, the surveyor reviewed the
"Competency Check - Tracheotomy Care" dated
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March 2018 that was provided by the SDD:
"Performance criteria: ...Suctioning a
Tracheostomy Tube...16) Attach the catheter to
suction. 17) Insert the catheter into the trachea
without suction. 18) Apply suction intermittently
while rotating the catheter and withdrawing it from
the trachea. 19) Wrap disposable suction
catheter around the sterile dominant hand while
withdrawing it from the tracheal tube"(refer F726).

Surveyor reviewed the Treatment administration
record (TAR) for R184 on 06/18/21 at 03:00 PM:
April 2021. R184 was suctioned once on 04/27 at
10:30 AM.

May 2021. R184 was suctioned on 05/01 at 11:05
AM and 05/11 at 10:00 AM.

June 2021. R184 was suctioned on 06/14 at
04:11 AM.

Surveyor observed RN2 suction R184 on
06/14/21 at 2:15 PM, no documentation was
found on the TAR that R184 was suctioned by
RN2 (Refer F695).

Surveyor interviewed UD9 on 06/18/21 at 11:07
AM. Surveyor asked UD9 how are you as the
unit manager monitoring your staff for compliance
ensuring that they are providing the trachea care
within professional nursing standards of practice?
The SDD does the inservices for the staff.
Periodically when they are giving care | go in and
check on them. If they are providing the care
incorrectly, | will take them aside and talk to them.
They may be referred back to the nurse educator
and will get additional 1:1 education. Surveyor
asked if she has any documentation that shows
when and how you're doing your spot checks on
the staff and what is the outcome? UD9 was not
able to show the surveyor documentation to show
the staff are being monitored for competency in
providing trachea care. (Refer F726)
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4 153 11-94.1-40(a) Dietary services 4153 7/29/21

(a) The food and nutritional needs of the
residents shall be met through a nourishing,
well-balanced diet in accordance with the
recommended dietary allowances of the Food
and Nutrition Board of the National Research
Council, and shall be adjusted for age, sex,
activity, and disability.

(1) At least three meals shall be served daily
at regular times with not more than a fourteen
hour span between a substantial evening meal
and breakfast on the following day;

(2) Between meals nourishment that is

consistent with the resident's needs shall be

offered routinely and shall include a regular

schedule of hydration to meet each resident's
needs;

(3) Appropriate substitution of foods shall be
promptly offered to all residents as necessary;

(4) Food shall be served in a form consistent
with the needs of the resident and the
resident's ability to consume it;

(5) Food shall be served with appropriate
utensils;

(6) Residents needing special equipment,
implements, or utensils to assist them when

eating shall have the items provided by the
facility; and

(7) There shall be a sufficient number of
competent personnel to fulfill the food and

nutrition needs of residents. Paid feeding
attendants shall be trained as per the facility's
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state-approved training protocol.

This Statute is not met as evidenced by:

Based on observation, interview and record
reviews, the facility failed to maintain the
hydration status of one resident, R356, according
to doctor's orders to maintain nutritional status.
This deficient practice has the potential to affect
all residents.

Finding includes:

Surveyor interviewed R356 on 06/14/21 at 12:49
PM. R356 stated that he asked for hot tea at
08:40 AM and every staff he asked said they
would be back, but no one brought it. That was
over four hours ago. My doctor came in and then
he received it. It would usually be at lunch time
when | receive it. | only received it now. R356
had two cups of water on his bedside table along
with a pitcher of water. However, his preference
is hot tea.

Interview with certified nurse's assistant (CNA)5
was done on 06/17/21 at 08:18 AM. CNAS5 stated
that the problem is that the kitchen takes about
30 minutes and stated that they must do down
and get it. UD6 went down to get R356's
requested tea. UDG6 spoke with R356 and he
stated he likes tea 3-4 times a day. UD6 said she
would be looking to improve the arrival time.

Surveyor reviewed the doctors' orders on
06/17/21 at 09:31 AM which revealed that
resident had an order for hydration at least 240
ml (milliliters) four times a day. Task sheet
shows that resident has not been getting his 240
ml four times a day this week. Resident is also
on a diuretic.

R356 was provided with hydration
according to doctor's orders to maintain
nutritional status.

IDENTIFICATION OF OTHERS
Residents with hydration and nutritional
deficits due to lack of fluid consumption
are at risk. An audit was conducted to
identify other residents with hydration and
nutritional deficit. Identified concerns were
addressed.

SYSTEMIC CHANGES

DON/designee re-educated staff, including
dietary staff, on 6/18/21 related to
providing required hydration and nutrition
and adhering to residents preferred and
requested beverages.A list of resident
beverage preferences will be maintained
at each nursesl(] station to assist staff in
identifying resident preferences. Residents
with orders for a specified amount of fluid
will be reviewed by dieticians to verify
consumption of the ordered amount on a
weekly basis.

MONITORING

DON/designee will audit residents
identified with nutritional deficit to verify
that they are receiving hydration of their
choice to maintain nutritional status, 5
residents/week x 4 weeks, then 4
residents/week x 2 months.

Findings will be reported to facility QAPI
committee monthly x 3 months or until a
lesser frequency is deemed appropriate.
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(b) All diets prepared for residents shall be:

(1) Prescribed by the resident's physician,
physician assistant, or APRN with a record of
the diet as ordered kept on file;

(2) Planned, prepared, and served by
qualified personnel according to diet prescription.
The current Hawaii Dietetic Association
Manual or The Manual of Clinical Dietetics of
the American Dietetic Association or both
shall be readily available to all medical,
nursing, and food service personnel;

(3) All diets shall appropriately meet the
nutrient, texture, and fluid needs of each resident;
and

(4) Therapeutic or special diets shall be
planned by a dietitian and served accordingly as
prescribed by the resident's physician,

physician assistant, or APRN.

This Statute is not met as evidenced by:

Based on observations, record review and
interview with staff members, the facility failed to
ensure dialysis care and services were provided
to meet the needs for one resident, R162, of two
residents sampled for dialysis. The facility failed
to develop fluid parameters for R162 who is

CORRECTIVE ACTION

R162 fluid restriction plan was developed
based on new physician order and care
plan updated to reflect current
interventions.
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RR of R356's care plan revealed that resident Date of compliance: 7/29/2021
has dehydration or potential fluid deficit related to DON is responsible for on-going
history of constipation and dehydration. compliance.
4 154| 11-94.1-40(b) Dietary services 4154 7/29/21
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non-compliant with renal dietary requirements.
This deficient practice has the potential to result
in fluid overload and further affect the resident's
health.

Finding includes:

R162 was re-admitted after an acute
hospitalization on 02/01/21 requiring hemodialysis
treatment. Diagnoses include, end stage renal
disease, hemiplegia and hemiparesis (paralysis
affecting one side of the body) following cerebral
infarction (stroke) affecting right non-dominant
side, dysphagia (difficulty swallowing), dysarthria
(difficulty speaking), Type 2 diabetes mellitus
(high blood sugar) with diabetic neuropathy
(nerve damage caused by high blood sugar).

On 06/14/21 at 09:36 AM, observation and
interview was conducted with R162. The resident
was observed sitting up in bed, holding his
"Snoopy" dog to his chest. R162 reported he
goes for hemodialysis on Monday, Wednesday
and Friday evening for four hours and
experiences nausea and vomiting following
dialysis. The resident was eating his breakfast
which consisted of a sausage, biscuit and cereal.
R162 also had an empty container of instant
ramen, he confirmed that he drank the soup from
the ramen. R162 also reported he drank water
for breakfast, had a cup of ice, an opened can of
sugar-free soda, an opened bottle of juice and an
unopened bottle of juice on his tray. On 06/15/21
at 08:31 AM, R162 was observed to have eaten
instant ramen for breakfast and drank a cup of
water and had an opened water bottle. On
06/17/21 at 08:10 AM, R162 was requesting a
grilled cheese sandwich for breakfast.

Record review done on 06/16/21 at 12:43 PM

IDENTIFICATION OF OTHERS
Residents requiring hemodialysis who are
non-compliant with fluid and dietary
restrictions are at risk.

An audit was conducted of residents
receiving hemodialysis to verify that care
plans reflect current physician orders
related to dietary and fluid restrictions.
Residents identified with fluid restrictions
were reviewed for compliance with fluid
restriction. Identified issues were
addressed.

SYSTEMIC CHANGES

DON/designee re-educated LN and CNAs,
on 6/18/21, regarding implementation of
fluid restrictions, including coordination
with dietary and documentation of fluid
intake. LNs re-education included
up-dating care plans when physician
orders change so care plan reflects
current interventions and resident
response.

New admissions on hemodialysis will be
reviewed during next morning clinical
meeting to identify potential fluid restriction
needs. Care plan will be reviewed and
updated, as needed.

MONITORING

DON/designee to audit care plans for new
admissions receiving hemodialysis and
current dialysis residents with new orders
to verify care plans reflect current
physician orders for dietary and fluid
restrictions and resident non-compliance,
4 random residents/week x 4 weeks, then
2 residents/week x 2 months.

Findings will be reported to facility QAPI
Committee monthly x 3 months or until a

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: ) COMPLETED
A. BUILDING:
125011 B. WING 06/21/2021
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1677 PENSACOLA STREET
HALE NANI REHABILITATION AND NURSING CENTEF
HONOLULU, HI 96822
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
4 154 | Continued From page 40 4154

Office of Health Care Assurance

STATE FORM

6899

NFID11

If continuation sheet 41 of 62




PRINTED: 08/09/2021

FORM APPROVED
Hawaii Dept. of Health, Office of Health Care Assurance
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: ) COMPLETED
A. BUILDING:
125011 B. WING 06/21/2021
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1677 PENSACOLA STREET
HALE NANI REHABILITATION AND NURSING CENTEF
HONOLULU, HI 96822
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
4 154 | Continued From page 41 4154
noted that R162 was prescribed a consistent lesser frequency is deemed appropriate.
carbohydrate diet, mechanical soft texture, thin
consistency. There was no physician order for Compliance date 7/29/21
fluid restriction. DON is responsible for ongoing

compliance.
Review of the care plan on 06/16/21 at 01:00 PM
notes under the focus area of hydration, R162
noted to be at risk for dehydration or potential
fluid deficit related to needing assistance to
access fluids, variable intake, constipation and on
diuretics. Interventions include: encourage
intake of water or sugar free beverages rather
than juice (date initiated: 06/08/20);
monitor/document/report PRN [as needed] signs
and symptoms of dehydration (date initiated:
06/14/19); operation H20 [water], offer and
encourage the resident to drink at least 240 ml
[mililiters] of fluids four times per day (date
initiated 02/03/21).

The focus area of "metabolic” to address fluid
overload or potential fluid volume overload related
to kidney failure, sometimes refuses dialysis,
history of edema, eating outside food and asking
for high sodium foods include interventions of
providing diet as ordered and
monitor/document/report PRN any signs and
symptoms of fluid overload.

The focus area for use of diuretic therapy due to
chronic kidney disease include interventions to
administer diuretic medications as ordered;
monitor/document/report PRN adverse reactions
to diuretic therapy; and report pertinent lab results
to physician (especially hematocrit [blood count]
test, sodium and potassium).

The care plan did not include parameters for fluid
restriction and resident was placed on Operation
H20 to encourage him to drink at least 960 ml a
Office of Health Care Assurance
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day. The care plan did not address R162's
non-compliance with fluid intake or renal diet.

A review of the Dietary Profile dated 02/01/21
noted R162 on renal diet with no fluid restrictions.
The Registered Dietitian (RD) spoke with
resident's mother on 02/05/21 regarding current
texture and how to safely bring in outside food.
R162 was placed on supplement, four ounces of
healthshake once a day.

A review of the quarterly Dietary Report dated
05/12/21 noted R162 was on a renal diet with
fluid restriction, with no documentation of how
many ml per day is required. The RD noted R162
eats outside food and orders food outside of his
diet order. The progress note of 05/12/21
documented R162 had additional hemodialysis
on 05/11/21 due to fluid overload. The lab results
show high potassium levels and low phosphate
levels. The RD encouraged resident to avoid
excessive fluids and foods high in sodium which
contribute to fluid retention.

Interview with the UD5 was done on 06/17/21 at
08:34 AM at the nursing station. UDS5 reported
the resident is non-compliant with his diet, family
members will bring in food for him that he
shouldn't have: sodas, chicken platters, sushi,
salmon, and instant ramen. UDS5 further reported
R162 will get angry at his parent, call to bring
food and will also refuse to eat. UD5 stated they
have reviewed risk vs. benefits with R162 related
to food and drinking juice and soda. Inquired
whether R162 had fluid restrictions. UD5
responded there is no documentation of fluid
restriction.

On 06/18/21 at 09:06 AM an interview and
concurrent record review was conducted with
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Registered Dietitian (RD)1. Inquired whether
R162 has fluid restrictions and asked why the
care plan for hydration notes to encourage fluids
(Operation H20). The RD reviewed the resident's
care plan and found that Operation H20 was no
longer included in the resident's care plan. RD1
stated fluid restriction was added to the physician
orders yesterday (06/17/21) for 1500 ml and
previously there were no fluid restrictions for
R162. RD1 explained she is not the assigned RD
and was asked to evaluate R162 as he has a
history of non-compliance with drinking and
eating and he also missed another dialysis
requiring addition of another hemodialysis
treatment. RD1 noted due to fluid overload and
the need to pull out more fluids, R162 has nausea
after treatment. RD1 met with R162 regarding
fluid restriction to 1500 ml. The RD explained to
the resident one bottle of his drinks is 500 ml.
RD1 implemented a plan to decrease fluids
provided by the facility as R162 receives drinks
from outside and the fluids provided by the facility
were split between dietary and nursing to try to
limit the resident's fluids as much as possible.

11-94.1-42(i) Physician services

(i) The physician, physician assistant, or APRN

shall write a discharge summary to ensure
adequate continuing care when a resident is

transferred to another primary care provider.

This Statute is not met as evidenced by:

Based on record review, the facility failed to
provide the physician's discharge summary to an
acute care provider for R229. This deficient
practice placed a risk of the emergency room
(ER) of not knowing R229's medical history and

4154

4171

CORRECTIVE ACTIONS
R229 physician was re-educated
regarding Discharge Summary.

IDENTIFICATION OF OTHERS

7/29/21
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(c) The overall plan of care shall be reviewed
periodically by the interdisciplinary team to
determine if goals have been met, if any
changes are required to the overall plan of care,
and as necessitated by changes in the resident's
condition.
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the care given to R229 for his acute diagnosis at Residents requiring transfer to the
the facility. This has the potential to affect all Emergency Room (ER) are at risk.
residents needing to be transferred to the ER or
hospital. SYSTEMIC CHANGES
Medical Director/designee will re-educate
Finding includes: facility providers related to timely
completion of Physician Discharge
A review of R229's EHR on 06/18/21 at 12:04 PM Summary.
was done. R229 was admitted to the facility on
02/12/21 with a primary diagnosis of unspecified MONITORING
dementia with behavior disturbance. He was DON/designee will audit medical records
transferred to the ER on 06/09/21 for worsening of residents transferred to the ER or
fever, low oxygen levels and increased confusion. discharged to verify timely completion of
He was on an antibiotic pill for the treatment of Physician Discharge Summary, 5
his pneumonia (lung infection), but had been charts/week x 4 weeks, then 4
refusing his medications. charts/week x 2 months.
Findings will be reported to the facility
No physician discharge summary was found in QAPI Committee monthly x 3 months and
R229's medical record and surveyor requested if needs are identified in our audits, then
the document from the RNC on 06/18/21 at 12:18 we will start to audit again.
PM.
Date of compliance 7/29/2021
Surveyor requested the document from the RNC DON is responsible for on-going
again at 01:48 PM, but it was not provided. compliance.
At 02:33 PM, the Assistant Director of Nurses
(ADON) provided a blank "Physician Discharge
Summary" for R229.
4 175 11-94.1-43(c) Interdisciplinary care process 4175 7/29/21
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review, the facility failed to invite R131 and/or
their representative acting on their behalf, to their
care plan meeting and failed to individualize the
care plan for three residents, R115, R224, and
R506. These deficient practices violates the
resident's right to participate in their plan of care
and treatment and to be provided individualized
care. This has the potential to affect all residents
in the facility.

Findings include:

1) Surveyor reviewed the IDT meeting notes
dated 03/08/21, noted R131 was not invited or
attended the IDT meeting. Surveyor did not find
any documentation in the EHR to indicate why the
resident or their representative was not invited.

Surveyor interviewed the social services assistant
(SSA)5 on 06/18/21 at 12:52 PM. SSA5 is not
the assigned SSA for R131 but assisting to locate
the information in the EHR. SSA looked into the
EHR and was not able to locate documentation
that R131 was invited to attend the IDT meeting.
SSADS stated that the letters are sent out usually
one to two weeks prior to the IDT meeting.

There is no documentation to show that the
resident was invited to attend the meeting. SSA5
stated, if R131 was invited to the meeting, the
social worker (SW) would invite them verbally.
There may not be documentation about the
conversation with the resident in the EHR.

SSAb5 stated that the notice was sent out to the
public guardian and there was no response.
There was no documentation found that shows
that there was a response from them. SSA5
provided a copy of the invitation that was sent to

Res 131 will be invited to his/her next IDT
Care Planning meeting.

Res 115 was added to the dental and
vision lists, and care plan was updated to
reflect the need.

Res 224 care plan was updated to include
fall interventions and the dates the
interventions were implemented.

Res 506 care plan was updated to reflect
communication challenges and
interventions.

IDENTIFICATION OF OTHERS
Residents with vision, dental and
communication needs or have falls are at
risk. An audit was conducted of care plans
for residents with identified
communication, vision and dental needs
to verify their care plans reflected these
needs and included interventions. Those
with falls were reviewed to verify the care
plan reflected current fall interventions.
Identified concerns were updated.

SYSTEMIC CHANGES
Administrator/designee re-educated Social
Services staff on 6/18/21 related to the
process for inviting
residents/representatives to Care Plan IDT
meetings, including documentation of the
invitation and response.

DON/designee re-educated LN on 6/18/21
related to the process for updating care
plans in a timely manner so care plans
reflect current resident needs/status and
interventions, including vision and dental
needs, communication needs and
interventions related to falls.
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This Statute is not met as evidenced by:
Based on observation, interview and record CORRECTIVE ACTIONS
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the public guardian for review by the surveyor.

2) Interview and concurrent observation were
done on 06/15/21 at 07:20 AM revealed resident
R115 with missing teeth. R115 stated that he has
dentures at home, but they are too small, and he
would like to see a dentist. R115 stated that no
one has talked to him about his dentures or his
vision and he would like to be evaluated.

Interview on 06/16/21 at 12:43 PM with SSA3
stated, "There is a dentist that comes around and
makes visits twice a year. | will endorse it to the
nursing staff."

Record review (RR) done on 06/17/21 of the
orders of R115 did include a standard order for
vision and dental to be checked. Surveyor
reviewed the IDT meeting notes and there was no
mention of dental or vision.

3) R224 entered the facility on 05/28/21. Record
review on 06/14/21 at 2:00 PM revealed R224
had a history of falls and fell at home. Physician
assistant (PA) note dated 06/16/21 at 09:06
documents a chief complaint of impaired mobility
and activities of daily living dysfunction secondary
to a myocardial infarction (heart attack). R224
was on a blood thinner in the hospital and then
placed on blood thinners when entering the
facility. (Refer F689)

On 06/16/21 at 8:20 AM, an interview was done
with UD6 regarding R224. UD6 stated that R224
had a fall on 06/03/21. "This occurred in the
bathroom when he was briefly left alone, and he
fell and hit his head. The fall did cause bleeding
to his brow area. On the second fall, 06/12/21,
this occurred in his room, where he fell out of bed

MONITORING

DON/designee will audit care plans to
validate that care plans reflect current
resident needs and interventions related to
falls, vision, and dental needs, 5/week x 4
weeks, then, 4/week x 2 months.
Administrator/designee will audit
documentation related to Care Planning
IDT meetings to verify that the
resident/representative was invited to the
meeting, and it is documented in the
medical record, 5/week x 1 month, then
4/week x 2 months.

Findings will be reported to the facility
QAPI Committee monthly x 3 months and
if needs are identified in our audits, then
we will start to audit again.

Date of compliance: 7/29/2021
Administrator and DON are responsible
for on-going compliance.
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and hit the wheelchair. We took out his
wheelchair from the room and added grab bars.
R224 thought he was getting a visitor and fell out
of bed." Surveyor queried regarding interventions
to monitor residents who are on blood thinners
and hit their head. UDG6 stated that they did
neurochecks and check for bleeding. UD6 stated
that he got the black eye from his first fall.
Queried UDG6 regarding room proximity to the
nursing station as R224's bed was farthest from
the nursing station. UD6 stated that they did not
have a room closer to the nursing station at this
time. (Refer F689)

RR of care plan on 06/16/21, printed at 12:16 by
this surveyor revealed that care plan was not
updated to reflect interventions for fall on
06/03/21 and for fall on 06/12/21. UDG6 provided
a conflicting care plan on 06/18/21 which did
include interventions; however, there were no
dates on the care plan to reflect when the care
plan was updated. Surveyor received an event
report but did not receive flow sheets. (Refer
F689)

4) Initial observation of R506 was made on
06/14/21 at 09:14 AM. She was sitting up in her
wheelchair in the hallway of the nursing facility,
holding a piece of paper, stating "l don't know
anything." She had a faded blue bruise to her
right eye.

A subsequent observation of R506 on 06/15/21 at
09:33 AM revealed R506 in the same situation as
on 06/14/21. Surveyor attempted an interview
with R506, but was unable to, due to her
confusion. She was holding a paper with
Japanese writing, translated to English. She
asked surveyor, "What day today?" "How long |
here?" and "Is my son coming today?" CNA2
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assisted R506 by pointing to the Japanese writing
and answering her questions in simple English.

On 06/15/21 at 12:31 PM, an abbreviated
resident representative interview was done with
R506's son. He stated that R506 communicates
mostly in Japanese and that the staff member
that assists with interpreting or engages in
conversation with R506 is not fluent in Japanese.
He further stated that the facility had difficulty
finding a Japanese interpreter.

On 06/16/21 at 11:05 AM, R506's EHR was
reviewed. She was admitted on 06/02/21 for a
right hip fracture and had a diagnosis for
"unspecified dementia with behavioral
disturbance." Admission MDS dated June 5, 2021
revealed under "Section B Hearing, Speech, and
Vision": "B0700. Makes Self Understood" coded
as "2. Sometimes understood."; "B0800. Ability To
Understand Others" coded as "2. Sometimes
understands."; under "Section C Cognitive
Patterns": "Brief Interview for Mental Status
(BIMS)," "C0500. BIMS Summary Score" "01"
which indicates severe impairment.

R506's care plan revealed no entry for impaired
communication or for individualized interventions
to facilitate communication such as the use of an
interpreter, who is a staff member, or for the use
of her sheet which listed Japanese writing with
English translations.

On 06/16/21 at 01:12 PM, R506 was observed to
be sitting in her wheelchair in the doorway of her
room, repeatedly stating, "l don't know nothing"
looking frustrated. She did not have her paper
with the Japanese writing and English
translations.
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facility failed to assist R142 in making an
appropriate transportation arrangement for a
dental appointment scheduled on 05/22/21. The
facility also failed to follow up with a dental
appointment for R146 who was examined by the
facility dentist and recommended a referral to
R146 private dentist.

Findings Include:

1) During an interview with R142 on 06/14/21 at
12:35 PM, R142 said that he was dropped off and
left at a wrong location for a dental appointment
scheduled on 05/22/21.

Record review for R142 showed that he was
admitted to the facility on 01/14/17 with a
diagnosis of Major Depressive Disorder,
Psychosis, Anxiety, Seizures, Spondylosis with
Myelopathy, Hypothyroidism, Anemia. R142
requires assistance when getting in and out of
bed and uses a wheelchair for mobility.

Further record review showed that the
transportation arrangement made for R142's
dental appointment was wrong and R142 was
brought to and left at wrong location in Honolulu
instead of the Aiea location as scheduled. As a

R142 dental appointment was
re-scheduled. Transportation and staff
escort was provided to the appointment as
scheduled.

R146 has an appointment scheduled with
her personal dentist to follow-up on facility
dentist visit and as requested by resident.
Transportation to the personal dentist is
scheduled.

IDENTIFICATION OF OTHERS
Residents with dental appointments
outside of the facility or needing dental
appointments outside of the facility are at
risk.

An audit was conducted of residents seen
by the facility dentist on his last visit to the
facility to identify if additional follow-up
was recommended. No other issues were
identified.

SYSTEMIC CHANGES
Facility-contracted dentist will provide
post-evaluation reports to the LN
responsible for the resident to review. The
consult report forms will then be given to
Medical Records to schedule any needed
follow-up and arrange transportation as
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4 183| 11-94.1-45(b) Dental services 4183 7/29/21
(b) Each resident or resident's legal guardian, or
surrogate shall select the dentist of his or her
choice, and the facility shall assist each
resident to obtain necessary dental care by
making arrangements for appointments and
transportation, as requested.
This Statute is not met as evidenced by:
Based on interviews and record review, the CORRECTIVE ACTION
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result, the dental appointment was cancelled and
needed to be rescheduled.

2) Surveyor interviewed R146 on 06/15/21 at
10:18 AM. R146 is a 79 year old alert female.
When surveyor asked R146 if she was currently
having problems with her teeth or dentures she
replied, | am missing a tooth, on the top. It does
bother me. The dentist who works here came by
and looked at my teeth but he didn't do anything.
| would like to have the tooth fixed and | would
like to see my own private dentist.

Surveyor reviewed the Minimum data set (MDS)
with an ARD of 05/02/21.

Section C. Cognitive patterns. Total Brief
interview for mental status (BIMS) 11.

Section L. Oral/ Dental Status. D. Obvious or
likely cavity or broken natural teeth. #11 broken.
Surveyor reviewed the care plan dated: 11/02/20
on 06/16/21 at 01:11 PM

At risk for oral/dental health problems. Has
broken upper teeth.

Monitor/document/report as needed (PRN) any
signs and symptoms of oral/dental problems
needing attention: Pain (gums, toothache,
palate), Abscess, Debris in mouth, Lips cracked
or bleeding, loose, eroded, decayed, Tongue
(black, coated, inflamed, white, smooth), Ulcers
in mouth, Lesions.

Obtain dental consult or referral as indicated.

Surveyor interviewed the Unit Director (UD) 5 on
06/18/21 at 10:47 AM. Surveyor asked the UD5
Regarding R146 broken tooth and the alleged
dental visit. What is the process for referring a
resident out to a dentist? UD5 checked the
medical record and stated she has a dental
consult as needed. There is a dental consult
from 2/22/21, It was a visual exam done, natural

needed. Medical Records will inform LN of
scheduled follow-up.

DON/designee educated LN and Medical
Records staff regarding new process for
dental appointment follow-up on
6/18/2021.

MONITORING

Medical Records Director will audit
transportation list 3 x/week x 4 weeks,
then 5 random appointments/week x 2
months to verify transportation information
is consistent with scheduled appointments
and escorts are provided as needed.
Findings will be reported to facility QAPI
Committee monthly x 3 months or until a
lesser frequency is deemed appropriate.

Date of Compliance: 7/29/2021
DON is responsible for on-going
compliance.
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teeth present, oral hygiene good, #11 broken, no
infection. Recommendation: Will treat, follow up
as needed. checking to see if there was a follow
up. UDS5 reviewed the consult report. The note
say's Patient will call her dentist. UD5 stated,
R146 can tell the nurse on the floor that she
wants to be seen by her private dentist then the
unit manager can call the dentist and make the
appointment. Maybe the dentist assumed she
would call her dentist. We can call the dentist for
her. If they're vaccinated its okay for them to go
out.

11-94.1-46(1) Pharmaceutical services

() All drugs, including drugs that are stored in a

refrigerator, shall be kept under lock and key,
except when authorized personnel are in

attendance. The facility shall be in compliance

with all  security requirements of federal and state

laws as they relate to storerooms and

pharmacies.

This Statute is not met as evidenced by:
Based on observation and interview, the facility
failed to properly lock a medication cart when a
licensed practical nurse (LPN)1 left the cart
unattended. This deficient practice can result in
the medications being tampered with or stolen
and can potentially affect all residents in the
facility.

Finding includes:

On 06/17/21 at 10:10 AM, surveyor walked into a
nursing unit and approximately 20 feet down the
hallway, the surveyor could see LPN1 with her
back facing the medication cart. The bottom

4183

4195

CORRECTIVE ACTIONS

Medication carts are being kept locked.
LPN1 was re-educated regarding keeping
medication carts locked.

IDENTIFICATION OF OTHERS
Residents residing in the facility are at
risk.

SYSTEMIC CHANGES

DON/designee on 6/18/21 re-educate LN,
regarding keeping medication carts locked
when not in use or not attended.

7/29/21
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drawer was open and she was talking to staff MONITORING
sitting at the nursing station approximately four DON/designee will conduct random
feet away. A resident was ambulating in the observations of medication carts on
hallway with his walker, half-way between the random units to validate carts are locked
surveyor and LPN1. LPN1 saw the surveyor and and drawers are closed, 4 carts/week x 4
she immediately closed the medication drawer. weeks, then 3 carts/week x 2 months.
Findings will be reported to facility QAPI
An interview was conducted with LPN1 on Committee monthly x 3 months or until a
06/17/21 at 03:34 PM at the unit's nursing station. lesser frequency is deemed appropriate.
She acknowledged that the medication cart is to
be secured at all times. Date of Compliance: 7/29/2021
DON is responsible for on-going
compliance.
4 203 11-94.1-53(a) Infection control 4203 7/29/21

(a) There shall be appropriate policies and
procedures written and implemented for the
prevention  and control of infectious diseases
that shall be in compliance with all applicable
laws of the State and rules of the department
relating to infectious diseases and infectious
waste.

This Statute is not met as evidenced by:

Based on observation, interview and record
review, the facility failed to provide care in
accordance with professional infection control
and prevention practices for two residents, R184
and R37, in the following scenarios:

While providing trachea care and suctioning for
R184 the RN dropped the suction catheter on the
residents dirty gown then inserted the catheter
into the trachea. Additionally neither of the two
RN's providing trachea care and suction sanitized
their hands after removing the dirty gloves then
donning the sterile gloves.

Residents reported that staff members dropped

CORRECTIVE ACTION

Education provided on CNAS3 related to
sanitizing multi-resident equipment and
RN1 and RN2 related to trach care.

IDENTIFICATION OF OTHERS
Residents residing in the facility may be at
risk.

SYSTEMIC CHANGES

The DON/designee on 6/18/21
re-educated LN and CNAs related to
general infection control practices,
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their wash cloth on the floor during showers. The
staff member picked up the washcloth and placed
it on the side (not getting a clean wash cloth) then
used the same washcloth that fell on the shower
floor to shower the resident with. There is one
communal shower on the unit where the dirty
washcloth was used.

Nursing staff cleaned the blood pressure
monitoring equipment between residents and
placed the clean equipment into the dirty storage
basket while monitoring the blood pressure for
R37. There was no separation for storing clean
items that were previously used by the resident.

The deficient practice increases the residents risk
for transmission of communicable disease and
infection in the facility and has the potential to
affect all residents in the facility.

Findings include:

1) On 06/14/21 at 02:12 PM, surveyor entered
R184's room and noted her tracheostomy collar
was not on correctly, it was tied in place on her
neck facing in the wrong position instead of being
positioned over the tracheostomy opening. The
trachea collar provides humidified air to R184's
trachea. Surveyor noted R184 coughing
forcefully, expectorating thick white secretions
from the tracheostomy. At 02:16 PM surveyor
went out to the hallway to ask RN2 to assist the
resident. RN2 came in to the room to provide
R184 with tracheostomy care. Surveyor noted
RN2 didn't sanitize hands when taking off the
soiled gloves and donning the sterile gloves from
the suction kit.

Surveyor reviewed care plan dated 02/24/21 on
06/16/21 03:02 PM. R184's care plan states the
following:

including sanitizing multi-resident VS
equipment between residents, not using
something that has fallen on the floor and
sanitizing hands when removing soiled
gloves. Staff will bring in additional
washcloths in the shower rooms,
accessible during showers, for easy
access if a cloth is dropped on the floor.
LN working on the unit with a resident with
a tracheostomy were re-educated
regarding provision of tracheostomy care
and suctioning.When a resident with a
tracheostomy is admitted to a unit,
education will be provided, at the time of
admission, to staff who work the unit
followed by return demonstration
competencies for staff. Suctioning
competency completion will be done for
LNs annually.

MONITORING

DON/designee will conduct random
observations of staff to verify hand
sanitizing when removing soiled gloves.
and sanitizing of multi-resident VS
equipment between residents, 5
observations/week x 4 weeks, then 3
t/week x 2 months.

DON/designee will observe trach care
being performed 5 times/week x 4 weeks,
then 3 times/week x 2 months.

Findings will be reported to facility QAPI
Committee monthly x 3 months and if
needs are identified in our audits, then we
will start to audit again.

Date of Compliance: 7/29/2021
DON is responsible for on-going
compliance.
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"Problem: Respiratory. Resident has a
tracheostomy.

At risk for ineffective airway clearance.
Will have no signs and symptoms (S/sx) of
infection through the review date.

Provide good oral care daily and PRN.
Provide tracheostomy care as ordered. "

Surveyor observed RN1 on 06/17/21 at 10:13 AM
providing trachea care to R184. RN1 pulled off
trachea collar, noted thick yellow/ white sputum
on the washcloth on R184's chest around the
trachea. RN1 removed the secretions with a
napkin and threw it in a garbage bag resting on
the floor next to the bed. RN1 took off gloves and
set up a sterile field. RN1 applied the clean
gloves noting that she didn't sanitize her hands in
between the glove changes. Surveyor noted the
sputum changed to a white/ yellow thick mucus
from the previous two days. Surveyor asked RN1
when she changed her gloves does she need to
sanitize her hands? RN1 stated yes, | do.

Surveyor reviewed the facility's policy, "Quality of
care Respiratory Care/ Tracheotomy Care &
Suctioning" dated 07/2018. Guidelines: 2. k.
"Infection control measures during
implementation of care, handling, cleaning, ...for
infection control practices of ...tracheostomy
care..."

On 06/17/21, surveyor reviewed the "Competency
Check-Tracheotomy Care" dated March 2018 that
was provided by the SDD.

"Performance criteria: ... 6) Washed hands and
applied clean gloves, face shield and other PPE if
needed. Suction resident. ... 10) Open brush
package and place aseptically into basin. ...
Suctioning a Tracheostomy Tube. ... 14) Open
suction catheter Apply sterile glove to dominant
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hand. Note: The suction catheter should be
removed from the package with the dominant
hand after application of the sterile glove. 15)
Wrap the catheter tubing around the hand from
the tip of the catheter down to the port end."

Surveyor interviewed the UD9 on 06/18/21 at
11:07 AM. Surveyor asked how are you as the
unit manager monitoring your staff, ensuring they
are providing the trachea care within professional
nursing standards of practice? The Staff
Development Director (SDD) does the inservices
for the staff. Periodically when they are giving
care | go in and check on them. If they are
providing the care incorrectly | will take them
aside and talk to them, they may be referred back
to the SDD and will get additional 1:1 education.
Surveyor asked if she has any documentation
that shows when and how you're doing your spot
checks on the staff and what is the outcome?
UD9 was not able to show the surveyor
documentation to show the staff are being
monitored for competency in providing trachea
care. (Refer F726)

2) Interview with RC on 06/15/21 at 09:59 AM
was conducted in the activity room. Residents
reported staff members dropping their washcloth
on the floor during showers. It was reported staff
member will drop the washcloth on the floor. The
resident asks the staff member not to use the
washcloth on the floor, commenting to staff
member, hope you're not going to use that
washcloth on me. The staff member picks up the
washcloth, places it on the side (not getting a
clean washcloth) and uses the washcloth that fell
on the shower floor. The resident reported the
request to not use the washcloth that fell on the
floor is not honored and staff proceed to wash her
peri area with the dirty washcloth. The other
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resident commented that this happens a lot. One
resident is showered in a communal shower and
the other resident's room has its own shower.

3) Interview with the RC on 06/15/21 at 09:49 AM
in the activity room, residents reported
occurrence of staff members running out of peri
wipes while providing care. Resident reported
that the bag has 100 wipes and sometimes staff
need to use two or three at a time so the wipes
run out fast. The resident noted one bag is often
shared for two residents and oftentimes wipes
runs out and staff will borrow wipes from another
resident.

Interview was done with the UD5 on 06/18/21 at
08:16 AM. UDS5 reported the peri wipes are
dedicated to residents and are not to be shared
between residents.

4) On 06/17/21 at 08:25 AM observed CNA3
taking R37's vitals (blood pressure, temperature,
and pulse) in her room. The blood pressure (BP)
machine was portable (on wheels) and had a
basket to store the thermometer and pulse
oximeter. A canister of disinfectant wipes was
also stored on the cart.

CNAS3 was observed to place BP cuff on R37's
forearm and placed the pulse oximeter clip on her
finger. CNA3 used a touchless digital
thermometer to take R37's temperature. After
using the thermometer and pulse oximeter clip for
R37, the items were placed in the basket. The
BP cuff was rolled up and placed atop the blood
pressure machine. CNA3 donned gloves and
wiped down the BP cuff. She then wiped the
pulse oximeter clip and thermometer and placed
it back in the basket where she previously stored
the equipment she used for R37. CNA3 was not
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observed to perform hand sanitizing before
donning gloves. Although the pulse oximeter clip
and thermometer were sanitized, it was placed
back into the basket which previously stored the
used items. There was no separation for storing
clean and items that were previously used by the
resident.

Interviewed UD5 on 06/18/21 at 08:16 AM.
Inquired what is the process for sanitizing shared
equipment while taking residents' vitals. UD5
stated equipment is cleaned with each resident,
then move on to the next resident. UD5 further
clarified the thermometer is touchless, the BP cuff
and pulse oximeter is sanitized. The observation
of CNA3 was shared with the UD5. UD5
confirmed prior to donning gloves, hand sanitizing
is performed. The UM also acknowledged the
equipment used for R37 needed to be cleaned
before placing equipment back into the basket.

11-94.1-64(a) Engineering and maintenance

(a) The facility shall maintain all essential
mechanical, electrical, and resident care
equipment in safe operating condition.

This Statute is not met as evidenced by:

Based on observation, staff interview and review
of equipment service manual, the facility failed to
ensure routine maintenance of the air particle
filter, based on the manufacturer's
recommendation, for one of four oxygen
concentrators reviewed. This deficient practice
put R22 at risk for the development and
transmission of communicable diseases and
infections and has the potential to affect all
residents needing oxygen.

4203

4243

at risk.

CORRECTIVE ACTIONS

R22 air particle filter on the oxygen
concentrator was cleaned and replaced
according to manufacturerCs
recommendation.

IDENTIFICATION OF OTHERS
Residents using oxygen concentrators are

A visual audit was conducted of air filters
on oxygen concentrators to verify that the

7/29/21
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Finding includes:

During an observation, on 06/15/21 at 08:29 AM,
of R22 ' s room, a NewLife Elite Oxygen
Concentrator was noted at bedside providing
oxygen to R22. The air particle filter located on
the back of that oxygen concentrator appeared
dirty with lint and/or dust on it.

A review of the EHR showed that R22 was
admitted on 03/03/21 with a diagnosis of
Conversion Disorder (unexplained nervous
system symptom i.e. blindness), Paroxysmal
Atrial Fibrillation (irregular heart rate), Alcohol
Withdrawal, Malnutrition, Hypertension (high
blood pressure), Benign Prostatic Hyperplasia
(enlarged prostate gland), Urogenital Implants.
R22 had a doctor's order to use oxygen.

On 06/17/21 at 02:32 PM, RN8 was queried
about the air particle filter cleaning process. RN8
stated that the nursing staff did not clean that
filter and that the Central Supply Department was
responsible for that.

On 06/17/21 at 02:45 PM, Central Supply (CS)
staff was queried about the air particle filter
cleaning process. CS staff stated that they had a
cleaning process in place for the filters to be
changed on a weekly basis for all residents.
However, CS staff revealed that R22 was not on
the list of residents needing this air particle filter
change. CS staff said that R22 may have moved
rooms and thus not included in that list of
residents.

On 06/18/21 at 03:00 PM, a review of the Service
manual for the NewLife Elite Oxygen
Concentrator - Filters stated the following: "Air
enters the NewLife unit through an air intake

filter was in place and clean. Additionally,
the visual audit of oxygen concentrators in
use was compared to the Central Supply
list to verify that each concentrator in use
appeared on the list. No additional issues
were identified.

SYSTEMIC CHANGES

Nursing staff will notify central supply clerk
when an order for oxygen is received, and
the oxygen concentrator will be added to
the list for filter cleaning. Additionally,
central supply staff will conduct walking
rounds weekly to verify that each oxygen
concentrator that is in use appears on the
list for filter cleaning.

DON/designee educated LN and central
supply staff regarding the process for
oxygen concentrator tracking and filter
cleaning on 06/18/2021.

MONITORING

DON/designee will audit Physician Orders
for new oxygen orders and verify that the
oxygen concentrators were added to the
CS list, 5/week x 4 weeks, then 4/week x
2 months.

Findings will be reported to facility QAPI
Committee monthly x 3 months or until a
lesser frequency is deemed appropriate.

Date of Compliance: 7/29/2021
DON is responsible for on-going
compliance.
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Findings include:

failed to provide appropriate hot water to their
residents. This deficient practice robs them of a
clean, comfortable, and homelike environment
and has the potential to affect the entire facility .

1) On 06/14/21 at 12:32 PM, an initial check of
the facility's hot water was done in R511's room.
The hot water was found to be cool to the touch.
The hot water was left running for approximately
three more minutes and it remained cool.

The hot water was checked in R211's room of the
same unit at 01:06 PM. The findings were the
same as in R511's room. R211 stated that the
hot water does not come out hot and that it needs
to "run for a while before it comes hot."

Water heater was serviced and fixed.
IDENTIFICATION OF OTHERS
Residents residing on Piikoi 2 are at risk.
Temperatures were checked in additional
rooms to identify other rooms.

SYSTEMIC CHANGES
Administrator/designee re-educated the
Director of Environmental services (DES)
on 6/18/21 related to routine monitoring of
hot water temperatures in resident room
and bathrooms.

DES to monitor temperatures on 5 random
rooms on Piikoi 2 weekly and log
temperatures.

MONITORING
Although facility received citation for
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gross particle filter located on the back of the
oxygen concentrator. This filter removes dust
particles and other large particles from the air.
Before you operate the NewLife unit, make sure
this filter is clean and positioned correctly."
4269 11-94.1-65(d)(6) Construction requirements 4 269 7/29/21
(d) The facility shall have adequate toilet and
bath facilities:
(6) An adequate supply of potable running
water shall be provided at all times.
Temperatures of hot water at plumbing
fixtures used by the residents shall be
automatically regulated and shall not be
below 100 or above 120 degrees Fahrenheit;
This Statute is not met as evidenced by:
Based on interviews and observations, the facility CORRECTIVE ACTION
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On 06/16/21 at 12:30 PM, surveyor and the
Director of Environmental Services (DES)
checked the hot water temperature in R511's
bathroom. The hot water was verified by both
persons to be initially cool to the touch and the
temperature reading was 73 degrees Fahrenheit

(F).

DES stated that because the facility experienced
a power outage on 06/15/21, the hot water
furnace turned off and caused the lack of hot
water. Surveyor informed him that a resident
complained of the lack of hot water prior to the
power outage. He replied that resident's showers
should be staggered because the lack of water
would cause the hot water to be cold.

On 06/16/21 at 02:42 PM, CNA2 was interviewed
at the nursing station. She stated that in "certain
rooms, it takes a while for the water to get hot.
You have to run the shower first to get hot water
to come faster."

At 03:32 PM, a follow up query was made with
R511. She stated that the "hot water is still cold
and you need to run water long in order to get

hot."

On 06/17/21 at 11:10 AM, RN4 was interviewed in
the nursing unit's day room. She stated that the
"hot water does not get hot right away" and that
"the hot water faucet needs to be opened and run
a long time." "It has been like that for a very long
time." She further stated that the staff do not
follow the shower schedule because of the lack of
hot water.

2) Interview with the RC was done on 06/15/21 at
09:49 AM in the activity room. The council

temperature reading of 73 degrees,
Administrator/designee will continue to
review weekly water temperature logs to
verify completion and water temperatures
of 71-81 degrees, weekly x 4, then every
other week x 2 months.

Finding will be reported to facility QAPI
Committee monthly x 3 months or until a
lesser frequency is deemed appropriate.
Date of Compliance: 7/29/2021
Administrator is responsible for on-going
compliance.
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4 269 | Continued From page 61

members reported the water is tepid during
showers. One resident reported the water was
lukewarm on the evening of 06/13/21 and asked
staff member to hurry with the shower as it was
too cold. Interview with R208 on 06/14/21 at
10:42 AM in her room, R208 reported the water is
cold during showers. All residents reside on

4269
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